Although research has been conducted to support the psychometric properties of rating scales used to assess ADHD in adults, little work has been published examining semi-structured interviews to assess ADHD in adults. The present study examined the test-retest reliability and concurrent validity of the Conners Adult ADHD Diagnostic Interview for Diagnostic and Statistical Manual of Mental Disorders (4th ed.; DSM-IV) in a sample (N = 30) of patients referred to an outpatient clinic. Kappa statistics for individual symptoms of inattention and hyperactivity-impulsivity were in the fair to good range for current report and retrospective childhood report. Kappa values for overall diagnosis, which included all DSM-IV symptoms, were fair for both current (adult) ADHD diagnosis (kappa = .67) and childhood report (kappa = .69). Concurrent validity was demonstrated for adult hyperactive-impulsive symptoms and child inattentive symptoms. The findings are discussed in the context of overall issues pertaining to adult ADHD assessment. (J. of Att. Dis. 2006;9(3) [504][505][506][507][508][509][510][511][512][513][514] 
Introduction
Longitudinal studies of children with attention deficit hyperactivity disorder (ADHD) suggest that ADHD symptoms and diagnoses often persist into adulthood (e.g., Barkley, 1990; Biederman et al., 1996; Mannuzza, Klein, Bessler, Malloy, & LaPadula, 1993; Weiss & Hechtman, 1986) . Approximately 60% to 80% of children diagnosed with the disorder continue to have difficulties as adults (Weiss et al., 1999; Wender, 1995) , resulting in prevalence estimates of ADHD in adults around 4% to 5% (Murphy & Barkley, 1996) . Many adult patients do not have an established diagnostic history of ADHD and therefore often present for initial diagnosis of ADHD during adulthood.
Whereas assessment methods and tools for diagnosing ADHD in children have long-standing empirical support and clinical utility, the development of assessment methods and tools for diagnosing ADHD in adults has been slower to develop. Current best practice guidelines for assessing ADHD in adults have been adapted from child guidelines, which clearly emphasize the need to collect data from both standardized rating scales and clinical interviews (Dulcan, 1997) . However, the extent to which adult ADHD rating scales and adult ADHD clinical interviews have been empirically evaluated has varied.
Several studies have explored the psychometric properties of standardized rating scales used to assess ADHD in adults. Wender and colleagues developed one of the earliest scales used to assess ADHD in adults (Ward, Wender, & Reimherr, 1993) . Their scale assesses adults' retrospective report of ADHD symptoms during childhood and has been shown to have adequate psychometric properties (Stein et al., 1995; Ward et al., 1993) . Within the past 10 years, additional rating scales have been developed for measuring current ADHD symptomatology in adults, including the Conners Adult ADHD Rating Scale (Conners, Erhardt, & Sparrow, 1999) , the Brown ADD Scales (Brown, 1995) , and the Adult ADHD SelfReport Scale (Murphy & Adler, 2004) . Most of these rating scales have established reliability and validity, normative data, and are routinely used in the clinical assessment of adults with ADHD.
Although ADHD rating scales with established reliability and validity exist for adults, no research has been conducted examining the psychometric characteristics of clinical interviews for assessing ADHD in adults. One possible reason for the lack of clinical interview development may be the gradual development of a consensus regarding which diagnostic algorithm is most appropriate for adults with ADHD. Most investigators have used criteria from versions of the Diagnostic and Statistical Manual (e.g., 4th ed., DSM-IV; American Psychiatric Association, 1994) . Because these criteria have been written for children, some variant or modification of the specific diagnostic criteria is often used. Other diagnostic algorithms have also been presented. For example, the Wender-Utah criteria for ADHD (Wender, 1995) are similar to DSM criteria but also include symptoms related to emotional lability (e.g., hot temper, overreactivity, etc).
Currently, most clinicians and researchers use DSM criteria for diagnosing ADHD in adults (for data, see Hervey, Epstein, & Curry, 2004) . However, even with an emerging consensus on using DSM criteria, there is still a dearth of data on the psychometric properties of this algorithm using data acquired through standard clinical interview when applied to adults with ADHD.
One recent study investigated the specificity and sensitivity of a semistructured interview administered in adulthood to identify retrospectively reported childhood DSM-III-R ADHD (Mannuzza, Klein, Klein, Bessler, & Shrout, 2002) . Results showed that ADHD in childhood could be accurately diagnosed through retrospective report in a sample of adults with ADHD. In a sample of adults without ADHD, retrospective report of ADHD in childhood was poor (Mannuzza et al., 2002) . This study is, to our knowledge, the only study that has explicitly examined the reliability of clinical data gathered as part of a diagnostic interview for adult ADHD. However, this study only looked at the accuracy of retrospective recall of childhood ADHD.
The purpose of the present study is to examine the psychometric characteristics of the Conners Adult ADHD Diagnostic Interview for DSM-IV (CAADID), a semistructured interview for diagnosing ADHD in adults. The interview was designed to assess DSM-IV criteria for adult ADHD with the purpose of making an accurate and appropriate ADHD diagnosis. The present study assesses the test-retest reliability for overall ADHD diagnosis and specific DSM-IV ADHD symptoms during adulthood and childhood as well as concurrent validity of both current ADHD symptomatology and retrospectively reported childhood ADHD symptomatology.
Method Participants
For this study, 30 adults (range 18 to 56; M = 31.83, SD = 11.2) who presented consecutively to the Duke University ADHD Clinic for evaluation of ADHD were recruited to participate. Demographic characteristics of the sample are presented in Table 1 .
Measures
Interview, self-and other report, and parental report measures for current and retrospective childhood ADHD were used.
CAADID (Epstein, Johnson, & Conners, 2000) . The CAADID is divided into two parts. Each part is designed to gather information necessary to make a clinical determination as to the presence or absence of an ADHD diagnosis. Part I is designed to collect information related to the following four patient-related topics: (a) demographic history, (b) developmental course, (c) ADHD risk factors, and (d) brief comorbid psychopathology screen. Part I of the interview is typically completed by the patient. Part II Epstein, Kollins / Adult ADHD Assessment 505 Conners Adult ADHD Rating Scale-Self Report (CAARS-S; Conners, Erhardt, & Sparrow, 1999) . This scale consists of 66 items used to rate the patient's current functioning. Items are rated using a 4-point Likert scale (ranging from 0 for not at all true to 3 for very much true). Four consistent factors emerge from this scale . These four factors are Inattention/Cognitive Problems, Hyperactivity/Restlessness, Impulsivity/Emotional Liability, and Problems With Self-Concept. In addition, the CAARS-S also includes the 18 DSM-IV symptoms, which are rated on the same 4-point Likert scale. The reliability and validity of the CAARS-S are satisfactory; internal reliability of the factor scales ranged between .86 and .92; test-retest reliabilities ranged between .88 and .91 . All patients in the study completed the CAARS-S. (CAARS-O; Conners, Erhardt, & Sparrow, 1999) . This version of the CAARS contains the same 66 items as the CAARS-S. This scale was designed to be completed by someone who knows the patient well. In this study, 23 patients had completed CAARS-O, and 7 patients were unable to provide an informant rating scale. The relationship of informants to the patients in this study were as follows: spouses or significant others (43%), friends (22%), relatives (30%), other (4%). The factor structure for the CAARS-O is the same as for the CAARS-S described earlier. The CAARS-O also contains the 18 DSM-IV symptoms. Internal reliability of the factor scales ranged between .88 and .92; test-retest reliabilities ranged between .87 and .95 (Conners, Erhardt, Sparrow, et al., 1999) . Ward et al., 1993) . The WURS is a 61-item retrospective self-report scale with good internal consistency and temporal stability (Stein et al., 1995) . Adults are required to retrospectively recall their own childhood ADHD symptomatology. Patients rate each symptom on a 1 to 4 Likert-type scale indicating the severity of each symptom. Of the 61 items, 25 were empirically determined to be the most valid discriminators of ADHD versus non-ADHD adult patients (Ward et al., 1993) . Scores are derived by summing the patient's ratings on these 25 items. All patients in the study completed the WURS. Conners et al., 1998) . The current revision of the CPRS lists 80 child behaviors. For the purposes of the present study, parents of adult patients were asked to retrospectively rate their adult child's behavior when their son or daughter was 7 to 15 years old. CPRS information was obtained for 20 of the 30 patients. Patients without CPRS data either had no living parents or were logistically unable to obtain this information from their parents. Information was not obtained regarding the parental status or gender of the parent completing the form. Items were rated on a 4-point Likert scale (0 = not at all true to 3 = very much true). The following empirically derived factor scores are computed by summing items: Oppositional, Cognitive Problems, Hyperactivity, Anxious-Shy, Perfectionism, Social Problems, and Psychosomatic. Also, 18 additional items assess the DSM-IV ADHD symptoms. Norms based on age and gender were used to derive Tscores on the factors (age 12 to 14 norms were used). The psychometric properties of the CPRS for assessing parental retrospective report of their children's behaviors have not been established.
Conners Adult ADHD Rating Scale-Other Report

Wender Utah Rating Scale (WURS;
Conners Parent Rating Scale-Revised (CPRS-R;
SCID (First et al., 1997) . A computerized version of the SCID was administered to all participants to assess comorbidity and to rule out other disorders as being the cause of any ADHD symptomatology (DSM-IV ADHD Criterion E). This interview is self-administered on a computer. Most common adult diagnoses (i.e., mood, anxiety, substance use disorders) are assessed using the computerized SCID interview . The interrater reliability of making diagnostic determinations with the intervieweradministered SCID ranges from 0.63 to 1.0 (Zanarini et al., 2000) . The psychometric properties of the computerized SCID have not been reported.
Procedure
As part of the typical assessment procedure in our clinic, patients were sent a battery of questionnaires to be completed prior to coming to their appointment. These included Part I of the CAADID, the CAARS-S, CAARS-O, and CPRS-R. During the visit, they were administered Part II of CAADID by one of seven interviewers with an advanced degree in psychology (M.A., Ph.D., Psy.D.). Four of the interviewers were licensed clinical psychologists with years of experience evaluating adult ADHD. The other three interviewers were predoctoral psychology interns with varying levels of experience in evaluating adult ADHD. All the trainees undergo a standardized training as part of their rotation in the ADHD clinic. This training consists, sequentially, of an extensive review of the assessment materials, direct observation of supervisors conducting assessments, co-conducting an assessment with a supervisor, and independently conducting an evaluation while being observed by a supervisor.
After the scheduled assessment was completed, patients were recruited to participate in this study, and signed informed consent was obtained for those interested. Once they agreed to participate, patients completed the WURS. Patients were asked to return in approximately 3 to 4 weeks (M = 23.4 days) to be readministered Part II of the CAADID by a different interviewer (one of the same group of seven interviewers who had not conducted the initial evaluation). Administration of each CAADID interview took approximately 1 hour to complete. Participants were compensated for their participation. This study was approved by the Duke University Medical Center Institutional Review Board.
Results
Diagnoses
Diagnostic status was determined on the basis of the CAADID interview conducted at the time of the initial assessment (Time 1). Of the 30 patients, 15 met strict DSM-IV diagnoses for one of the ADHD subtypes during adulthood (see Table 1 ). To meet this threshold for diagnostic status, six or more current symptoms were required in either the inattention and/or hyperactive/impulsive symptom domain (Criterion A). Symptoms had to be present prior to age 7 (Criterion B). Symptoms had to be present in at least two environments (Criterion C).
Finally, the patient had to demonstrate functional impairment as a result of their symptoms (Criterion D). The 15 patients who did not meet diagnostic criteria for ADHD failed to meet each of the following specific criteria: Criterion A (n = 9), Criterion B (n = 10), Criterion C (n = 4), or Criterion D (n = 6), Most patients failed to meet full diagnostic criteria because they did not meet more than one DSM criterion (n = 11).
The presence of other disorders was screened using the SCID and then followed up with semistructured clinical interview to confirm or disconfirm the presence or absence of any comorbid diagnoses. Table 1 describes background and diagnostic information for all of the patients.
Test-Retest Reliability
Diagnoses of current (adult) ADHD and ADHD during childhood as assessed by two separate raters at two successive time points were determined based on selfreport responses on Part II of the CAADID. To assess diagnostic reliability, kappa coefficients of agreement were computed on the individual DSM-IV diagnostic criteria (Criteria A through D) and for overall diagnostic status (see Table 2 ). Kappa is a chance corrected statistic where 0 equals chance agreement and 1 equals perfect agreement. For each diagnostic criterion, kappa coefficients were computed separately for inattention and hyperactive/impulsive symptom clusters and for report of adult and childhood symptoms. Kappas were interpreted using similar criteria as used for test-retest analyses completed with the SCID .
Individual DSM-IV Criteria (A-D). Using the DSM-IV
cutoff for Criterion A of six or more symptoms, agreement was higher for meeting this criterion for adult symptoms of inattention (kappa = .79) compared to hyperactive/impulsive symptoms (kappa = .60), whereas agreement for meeting this criterion as a child was higher for hyperactive/impulsive symptoms (kappa = .81) compared to inattention symptoms (kappa = .67). All kappa coefficients for meeting Criterion A across the two interviews were in the fair to good range. Correlations between number of symptoms across the two raters were all significant at p < .05 (adult inattention, r = .91; adult hyperactivity/impulsivity, r = .86; child inattention, r = .49; childhood hyperactivity/impulsivity, r = .83).
The reliability of the individual ADHD symptoms was assessed by computing kappas on each symptom (see Table 3 ). Most of the symptoms met criteria for fair to good reliability other than "blurts out answers" as re-ported during adulthood and "making careless mistakes" as reported during childhood, which had kappas of .40 and .44, respectively. Several symptoms demonstrated remarkably high reliability estimates, including "careless mistakes," "losing things," and "talks excessively" during adulthood and "loses things" during childhood. Overall, estimates of reliability appeared to be higher for current symptoms during adulthood than those retrospectively reported during childhood (mean kappa for adulthood = .69 vs. mean kappa for childhood = .62).
The kappa for age of onset (Criterion B) was .44 (see Table 2 Overall diagnosis (Criteria A through D) . Kappa coefficients using DSM-IV ADHD Criteria A through D for overall diagnosis were fair for adult (kappa = .67) and childhood diagnosis (kappa = .69) of ADHD. When Criterion B (age of onset) is left out of the diagnostic algorithm, the kappa for adult diagnosis increases to .80, but the kappa for childhood diagnosis decreases to .54.
Concurrent Validity: Current Symptomatology
To assess the concurrent validity of patient clinical self-report of ADHD symptoms on the clinical interview, correlations between ADHD symptom domains reported on the interview and rating scale report of symptoms were examined (see Table 4 ). Because both self-report and other report of ADHD symptoms were obtained, the correlations allow for examination of the apparent accuracy of symptom report both within the patient and from an objective informant. For all correlational analyses, only interview data from the retest interview were used to represent interview data because initial interviews were conducted as part of a clinical evaluation and interviewers had access to rating scale data. By using only retest inter- view data, independence of interview data and rating scale data was maintained.
Clinical interview versus self-reported symptoms. Analysis of self-report rating scale symptom scores of ADHD symptoms as related to clinical interview report of ADHD symptoms revealed significant correlations within each ADHD symptom cluster; specifically, inattention symptoms (r = .52, p < .05), hyperactive/impulsive symptoms (r = .50, p < .05), and total symptoms (r = .43, p < .05). There also were high correlations between the hyperactive/impulsive symptoms on the clinical interview and corresponding factor scores from the self-report rating scale (Hyperactivity factor, r = .42, p < .05; Impulsivity factor, r = .43, p < .05). See Table 4 .
Clinical interview versus observer-reported symptoms.
Relations between the ADHD symptoms reported on the clinical interview and observer-reported symptomatology showed a similar pattern of results to the selfreport data results; however, correlations were smaller in magnitude and did not meet statistical significance for some relations. Hyperactivity/impulsivity symptoms on the clinical interview correlated significantly with informant report of impulsivity (r = .50, p < .05) and DSM-IV hyperactive/impulsive symptoms (r = .42, p < .05). By contrast, inattention symptoms as reported on the clinical interview demonstrated nonsignificant relations with the CAARS-O Inattention factor (r = .30, p > .05) and the DSM-IV inattention symptoms (r = .32, p > .05).
Concurrent Validity: Past Symptomatology
ADHD symptomatology during childhood was assessed using the clinical interview. These symptoms were correlated with a self-report rating scale retrospectively reporting on childhood symptoms (WURS) and a parent-completed rating scale retrospectively reporting on childhood symptoms (CPRS-R). See Table 5 .
Clinical interview versus self-reported retrospective symptoms.
Correlations between the WURS total score and clinical report of childhood symptom domains were significant for both symptom clusters (inattention symptoms: r = .53, p < .01; hyperactivity symptoms: r = .48, p < .01) and for the total symptoms score (r = .57, p < .01).
Clinical interview versus parent-reported retrospective ADHD symptoms.
The only significant correlation between parent report and clinical interview report of childhood symptoms was for report of DSM-IV inEpstein, Kollins / Adult ADHD Assessment 509 attention symptoms (r = .51, p < .05).
A similar yet not statistically significant relation was present for inattention symptoms reported on the clinical interview and the CPRS-R Cognitive Problems factor (r = .43, p = .06). Interestingly, report of hyperactivity/impulsivity symptoms on the clinical interview did not correlate with parental report on any factor or symptom score (see Table 5 ).
Discussion
This study suggests that a semistructured clinical interview can reliably and accurately be used for determining a diagnosis of ADHD in adult patients. The CAADID clinical interview is comprehensive and assesses both adult and childhood diagnosis and Criteria A through D of the DSM-IV diagnostic criteria for ADHD. The CAADID clinical interview had adequate test-retest reliability for making diagnostic judgments. Reliability ranged from satisfactory when assessing the individual symptoms of ADHD (Criterion A) to fair when assessing age of onset (Criterion B), pervasiveness (Criterion C), and impairment (Criterion D) for a DSM-IV diagnosis of ADHD. The validity of concurrent symptomatology as assessed by the interview was quite good as measured by relationships between symptoms reported on the interview and self-and informant report of symptoms on rating scales. The validity of retrospective report of childhood symptoms was good when childhood symptoms reported by the patient on the interview were compared to self-report of childhood symptoms on rating scales. When parental retrospective report of childhood symptoms was used as the criterion, validity indices were much lower, especially for measurement of hyperactive/ impulsive symptoms in childhood.
The present study is one of the only studies, to our knowledge, that examines test-retest reliability estimates for a clinical interview designed to assess adult ADHD diagnostic criteria. The DSM-IV criteria for ADHD require fulfillment of individual criteria including symptom counts, age of onset, pervasiveness, and impairment. In addition, a fifth criterion requires that no other disorder account for the patient's ADHD symptom presentation. Due to the complex heuristic for this diagnosis, adequate test-retest reliability might be difficult to obtain. In addition, characteristics inherent to an ADHD patient population, such as cognitive deficits, distractibility, and difficulty sustaining attention, likely further limit the testretest reliability of an ADHD interview instrument. With these factors in mind, the test-retest kappa estimates obtained in this study are quite respectable, especially in regards to assessing the core symptoms of ADHD (DSM-IV ADHD Criterion A). Furthermore, the kappas obtained in this study for assessing adult ADHD are comparable to kappa estimates for other DSM Axis I disorders using the Structured Clinical Interview for DSM . The reliability is also comparable to that obtained when diagnosing ADHD in children using a structured clinical interview (Lahey et al., 1994) .
Of some concern is the lower test-retest estimates obtained for the age of onset, pervasiveness, and impairment criteria. Test-retest kappa coefficients for age of onset were computed using an age of onset cutoff consistent with the DSM-IV criteria (i.e., symptoms present at or before age 7). Using a dichotomous age of onset variable 510 Journal of Attention Disorders as delineated in DSM-IV, minor discrepancies in a patient's report of age of onset could impact the statistical reliability of such a variable without substantially impacting clinical utility. For example, if the patient reported an age of onset of 6 years of age at Time 1 and an age of onset of 8 years of age at Time 2, these responses would be recorded as divergent even though they are quite consistent. Thus, correlations between ages may be a better estimate of reliability. Correlations were moderate to high and statistically significant for patient report of age of onset of both inattentive and hyperactive/impulsive symptoms. The attenuated kappa coefficients for a strict age of onset criteria (i.e., symptoms present or absent at or before age 7) emphasize the need for an update and relaxation of the age of onset criteria in adults. Many patients misreport childhood symptoms, report ambiguous responses (e.g., "as early as I can remember"), or claim they do not know when symptoms first presented. Although documenting presence of symptoms in childhood is necessary to ensure the chronic nature of this disorder, a broader criterion requiring symptoms during "childhood" would ease the requirement for recall of this detail among patients and would greatly improve reliability for assessing age of onset. Of note, 4 of the patients did not meet the strict interpretation of diagnostic criteria for ADHD in our sample due to the age of onset criteria. Clinically, these patients were diagnosed with ADHD not otherwise specified by the primary clinician in accordance with DSM-IV guidelines. If Criterion B were relaxed to include age of onset in childhood, all 4 patients would have clearly met DSM-IV criteria for ADHD. Indeed, other experts in the field have acknowledged the limitations of this particular DSM-IV criterion when making a diagnosis of ADHD (e.g., Applegate et al., 1997; .
Low test-retest reliability estimates for the pervasiveness and impairment criteria were possibly due to the high base rates for meeting these criteria among the clinic sample. Because all of the research participants were patients presenting to a clinic for evaluation, most of the patients were experiencing functional impairment in their life. Furthermore, most of the functional impairments experienced by the patients were occurring at home and at work, the two primary environments of adults. A high base rate of meeting a criterion measure makes it more likely that a few discrepancies among raters will attenuate interrater agreement using a chance-corrected measure such as the kappa statistic. Examination of our base rates of meeting the pervasiveness criteria (83%) and the impairment criteria (80%) suggest that this explanation may have accounted for the fair agreement on these criteria in this study. A more diverse population that included patients and nonpatients as participants would likely have improved the chance-corrected measure of agreement.
Regarding concurrent validity, several studies have demonstrated good concordance between self-report and other report of adult ADHD symptoms both during childhood and adulthood, albeit using rating scale data. For example, two studies have shown significant correlations between self-and informant-report for concurrent Inattentive (r = .55-.70), Hyperactive-Impulsive (r = .57-.59), and Total Symptom (r = .69) subscale scores of a standard 18-item DSM-IV symptom checklist (Murphy & Schachar, 2000; Zucker, Morris, Ingram, Morris, & Bakeman, 2002) . The findings from the present study are quite consistent with these previous investigations in terms of the pattern of findings when current symptoms are examined.
The present study, however, did not find a similar pattern of results as previous research for childhood report of symptomatology. There was a strong relation between patient report of childhood inattention symptoms and parental report of childhood inattention symptoms. This relationship did not exist for hyperactive/impulsive symptoms. One possible explanation for this finding can be adapted from research with ADHD children that suggests that children may be inaccurate reporters of their own hyperactive/impulsive symptoms and that informants may be more accurate reporters of these types of externalizing behaviors (Achenbach, McConaughy, & Howell, 1987; Sawyer, Baghurst, & Clark, 1992) . Thus, the lack of correlation in our study may suggest even when adults retrospectively report on their hyperactive/ impulsive symptoms, a similar pattern of disagreement exists among patients and parents.
The lack of a correlation between retrospective patient report of ADHD hyperactive/impulsive symptoms and retrospective parent report of hyperactive/impulsive symptoms is discrepant from previous investigations. Two prior studies have demonstrated significant correlations between retrospective self-report of childhood ADHD symptoms and retrospective informant report for childhood hyperactive/impulsive symptoms (r = .65-.69; P. Murphy & Schachar, 2000; Zucker et al., 2002) . Similar correlations were found for Inattention (r = .56-.76) and Total Symptom (r = .79) subscales (Murphy & Schachar, 2000; Zucker et al., 2002) . It should also be noted that our sample (clinic-referred adults) was different than previous study samples (non-clinic-referred adults, Murphy & Schachar, 2000 ; clinic-referred college students, Zucker et al., 2002) . The older age range of our sample may have affected patients' ability to recall childhood behavioral patterns, albeit it appears that this diffiEpstein, Kollins / Adult ADHD Assessment 511 culty with recall is specific to hyperactive/impulsive symptoms.
Although many of the correlations examined in this study are consistent with previous research, it must be noted that the present study used a clinical interview to determine these relationships as opposed to rating scale data. Correlations between DSM-IV ADHD symptoms acquired via interview and ADHD symptoms acquired via self-report rating scale (i.e., CAARS) were significant (r = .43-.52). The lack of a perfect correlation suggests that clinical interviewing assesses something different than self-report rating scale data. In fact, the purpose of a clinical interview administered by a trained clinician is to provide clinical insight and judgment into the patient's problem(s). Thus, a patient's report is not taken at face value but is instead interpreted with clinical insight and placed in the appropriate clinical context. This is the advantage of a clinical interview over rating scales and the reason that consensus guidelines recommend that a clinical interview be conducted to confirm or disconfirm an ADHD diagnosis (Dulcan, 1997) . The fact that the present study found a similar set of correlations between clinical report of ADHD symptoms and informant report of ADHD symptoms attests to the robust nature of these relationships, especially if clinical interview is considered the gold standard criterion for actual clinical presentation.
Furthermore, the strong interrelationships between self-report and informant report raises the issue of who is the more accurate reporter of patient behavior, self or other? The present study does not address this question directly. However, these data do suggest that patients can accurately report on their own symptoms both during adulthood and during childhood as evidenced by significant relations between self-and informant report. This may be somewhat less true for retrospective report of childhood externalizing symptoms, as discussed earlier, and may suggest the need for including a parent report of childhood ADHD symptoms to supplement self-report. Informant reports, such as a spouse or parent, are definitely useful tools in the evaluation process. A clinician must however be willing and open to address and interpret discrepancies in self-and informant report.
Perhaps the most salient limitation of the present study is that Criterion E of the DSM-IV ADHD criteria (ensuring other problems do not better account for the attentional problems) was not considered in the present analyses. Clinically, this criterion was assessed using a structured interview (the SCID). Because this was a testretest study, patients were only readministered Part II of the CAADID, and all rating scale and interview results from the first clinical visit were unavailable at the second visit. This ensured independence between rating scale and interview results at the second CAADID administration. As such, there were a couple of cases (n = 2) that met Criteria A through D on the CAADID and were thus included in this analysis as being diagnosed with ADHD but for whom the SCID and subsequent interviewing in the initial clinical visit resulted in a different primary diagnosis (i.e., depression or dysthymia). Nevertheless, the extent to which the interview can reliably and validly assess the Criteria A through D is not impacted by whether or not other comorbidities are present.
Another significant limitation of the present study is that estimates are not available for inter-interviewer reliability. That is, interviewers were not trained to a gold standard level of reliability before collecting data for the study. It is possible that a considerable amount of variance in test-retest reliability estimates could be due to characteristics of the interviewers rather than the instrument itself. Our estimates of test-retest reliability may have been as much a measure of inter-rater factors as temporal change. More extensive characterization of the adult ADHD interview described here should strive to standardize reliability among interviewers at the outset. It is important to note that all interviewers in the study did take part in a formal training sequence, although the extent to which this procedure calibrated ratings was not quantified. The training nevertheless provides some confidence of similarity across interviewers with respect to diagnostic process. Adult ADHD has been described for several decades (e.g., Wender, 1980) . Over these decades, the validity of the diagnosis has been questioned (e.g., Shaffer, 1994) . The lack of a reliable, valid, and consistent set of diagnostic criteria for the diagnosis in adults has unfortunately been a reason for questioning the validity of this diagnosis. Many researchers and clinicians would agree that DSM-IV ADHD criteria are not optimal for diagnosing adults with ADHD. Many of the symptom criteria do not apply well to adults (e.g., engages in leisure activities quietly). Furthermore, the age of onset criterion becomes increasingly difficult to verify in adults because of often present memory impairments in adults with ADHD (Hervey et al., 2004) . However, DSM-IV criteria are the current state of the art in assessment. The present study presents evidence that ADHD in adults can be assessed reliably and validly using a semistructured psychological interview. These findings provide evidence of the validity of the ADHD diagnosis in adults and also provide a useful and important interviewing tool with adequate psychometric properties to researchers and clinicians. Such an interview should be part of an entire assessment battery that would include rating scales, questionnaires, interviews for comorbid disorders, and possibly neuropsychological testing.
